MISSOURI DIVISION OF HEALTH — STANDARD - CERTIFICATE OF DEATH ~63—~012272

DEPARTMENT OF PUBLIC HEALTH AND WELFARE ] ; . 7 /6 STATE FILE NUMBER
DO NOT WRITE AMENDED g Registration District No, oo __ ____l_‘ __QJ_PHMM‘V Registration District-No. .. —4---3--&9'-""’* No. — = O . .

ON THIS STUB

. PLACE OF DEATH 2, USUAL RESIDENCE (Where daceased lived. If institution: Residerce before
a. COUNTY A - s STATE b. COUNTY admissl
AF ay £7TE Mssown LaFayerre o

b. CCI)TRY (If outside corporate [imith, give TOWNSHIP only) Length of stay in 1b €. CITY Inside Limitg

o f) gy Yo vrs N Comrompsa T U o

<. FUlL NAME OF {If NOT in hospital; give location) Inside Limits d, STREET (If cutside,. give location) Reside on.Farm
QSPITAL ADDRESS

INSTTUTION. 2 A, Ao GN“""AM Yes O No[fl 1M Nermru Yes & Ne

3. NAME OF DECEASED First Middle Last 4. DATE Day Yesr
OF

(Type or print) .
. —— .
OScan ERyis Loty OEATH  AAAape 23. 19t
5. SEX 6. COLOR OR RACE 7. Married (A, Never Married £] [8. DATE OF BIRTH | #- AGE (last birthday} | IF UNDER 1 YEAR | IF UNDER 24 HR
Widowed [ Divorced [J Months | Days Hours Min.

1

ALy \:& Juitd 4
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY

dyri ost of working llfe, even if retired) L. .

#:m_ugn— B Farrige Ado w. £ a
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE .
Orroe }vr?:.-fr?n’ma Maresger - JSuwno | Huros Frearine

T Address

15. WAS DECWED EVER IN U.5. ARMED FORCES 16. SOCIAL SECURITY NO. [17. INFORMANT
{Yes, no, or unk n) | (If yes, give war or dates of —— . )
| ARRYY. T #&ng R RIMNG bNcorbra. Mp

VS 300
Rev. 4,59

DATE AMENDED

18. CAUSE OF DEATH (Enter only one cause pe / - INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: J * B . QNSET AND DEATH

IMMEDIATE CAUSE (2)

DOCUMENT

Conditions, if any, DUE TO (b)
which gave rize to -
abova cause (a),
stating the under-
lying cause - Int DUE TO (¢}

PART [I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted 1o the terminal PART Il If decoased was Ifemale wWas
disease condition given in PART | {a) there a pragnancy in'last 90 days.

——) lDYa:I O Ne I [J Unknown
19. WAS AUTOPSY 20a. ACCIDENT SUI%DE HOMD|C|QE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART 1I of item 18.)
a

YES O_ NO —— m—, oy

2c. TIME OF V"Hdur  Month, Day, Yesr

INIURY  a.m. oy

p.m.

20d. INJURY OCCURRED 20e PLACE OF INJURY (e.g9., in or about home, . - . COUNTY
WHILE AT WORK [] === farm, factory, street, office bidg., #tc.)

NOT WHILE AT WORK [l

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

and last saw pi alive o

# stated above, and to the best of my krowladge, frum’the causes stated.

‘.'m.zksss ! “ AE , '2;95516213

22d. LOCATION: (CGlly, town, or county)

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

735, BURIAL NG
REMOVAL (Specify)

[
25, DATE RECD. BY LOCAL REG.

Famar. 563 4

s St on Reverse Side)

BY AFFIDAVIT OF

ITEM NO.




CE b 1.‘:'
{STATEMENT 8Y I.ICENSED EMBALMER

{ hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by ‘24'“— _ . Student Embalmer No.___

working under my personal supervision. - f—'
Student _ Signed A —

L,
Signaturs of Student Embalmer . . -
LA T Lme d Embalmer No._@.}r—

e T

T P. G- Addrefs - Ll

Rr— - ¢

k! Note-. 'The ‘above  MUST--BE. SIGNED BY, THE ELCENSED EMBM.MER in. hls OWN,, HANDWRITING (Failure to comply
with the sbove cohstitutes grounds for revocation of [Tcense). N
If embalmed by a STUDENT, he also shall sign in his*OWN handwrmng .
If this. body is not emba!med fact should be s0 stated above. LT .

. K e




